A STUDY of illness in a selected group of normal families has been carried on for the past eight years by the staff of the Department of Preventive Medicine, School of Medicine, Western Reserve University2 (see references). Because of the lack of accurate information regarding the occurrence and behaviour of illnesses-especially minor illnesses-in civilian populations, answers were first sought for rather obvious questions, such as: How much illness actually occurs? What are the types of illness? What is the cause of the illnesses? What is the important population unit in the spread of illness? Additional studies of the spread of illness and of specific diseases have also been undertaken.
and children constitute more than one-half of the population. On admission to the study, each member of the family receives a complete medical work-up which is repeated at annual intervals. Daily records of symptoms are kept by the mother for each member of the family and are reviewed weekly in the home by a nurse-field worker. At the time of illness a phy-ician from the Department visits the patient, characterizes the illness clinically, records the epidemiological relationships and, in so far as possible, determines the aetiology or obtains appropriate specimens for that purpose.
In analysing the data, broad diagnostic categories are employed first, followed by more detailed analyses of each category. Leads to possible new entities are sought on the basis of the clinical, epidemiological or laboratory data.
Some of the results of the investigation suggest the following conclusions: On the average, ten illnesses occurred per person per year, the highest attack rates occurring in children. Respiratory infections accounted for about two-thirds of the illnesses and comprised the largest category. Gastrointestinal illnesses were second most frequent, accounting for about 16 % of all illnesses. Only 3 % of the respiratory illnesses and about 2 % of all illnesses could be treated effectively by antibiotic or sulphonamide drugs. Between September and April about 15% of the population acquired a new respiratory illness, usually the common cold, each week. School children introduced more colds into the home than any other family member, and pre-school siblings had the highest secondary attack rate.
In childhood males had more colds than females, but the reverse was true after puberty. More colds and other minor respiratory infections were acquired in the home than any other place in the community.
Tonsillectomy did not reduce the frequency or severity of common respiratory diseases, including the common cold and other viral infections of the respiratory tract.
The new respiratory tract viruses (variously termed the AD, RI, ARD, or APC group ol viruses) have thus far been responsible for only a very small proportion of respiratory infections in this civilian population. A small outbreak of acute pharyngitis in children due to the type-3 virus has been described. No evidence has been found of infection in the children of this population with the type-4 virus which has been etiologically associated with acute respiratory disease (ARD) in military recruits. ' The investigations forming the basis of this presentation were conducted under the auspices of the Commission on Acute Respiratory Diseases, Armed Forces Epidemiological Board; and were supported in part by the Office of The Surgeon-General, Department of the Army, and by grants from the Brush Foundation, the Robert Hamilton Bishop, Jr., Endowment Fund, Mr. Philip R.
Mather, and the Republic Steel Corporation. Two forms of gastro-enteritis have been defined, both apparently due to viruses. Confirmation has been -obtained by experimental studies in volunteers.
It is hoped that the results of this study will help in the final goal of a better understanding of illness and of health, and in the development of better methods of diagnosing, treating, and preventing illnessess, especially the troublesome minor illnesses.
Dr. John Fry (Beckenham, Kent): Professor Dingle's paper will earn the gratitude of the general practitioners who have to deal with the huge mass of respiratory tract infections, on which so little work has, so far, been carried out. The importance of the respiratory tract as a cause of morbidity is evident from the fact that at least 25 % of all attendances in general practice are for some affection of this system. The general practitioner should therefore be in a favourable'position to elucidate some of the many problems of respiratory tract infections both in the family and in the population as a whole. He is also in an infections at different ages. means by way of records, for investigation and follow-up in his practice, which is in fact an unselected community. He is able to study individuals, families, specific clinical entities, the more vague clinical syndromes of as yet unproven letiology and he is also able to observe changes in distribution in the sexes and in the different age groups of the population.
For the past five years I have been keeping records in my own practice of some 5,000 patients in S.E. London and I would like to refer very briefly to some of the observations on respiratory tract infections.
For the sake of convenience it is easiest to divide the conditions into upper and lower tract infections. The former account for 15% of all attendances and the latter for 10%. Sex distribution is equal in the upper tract infections but there is a marked preponderance of males in infections of the lungs and bronchi. There is a fascinating difference in the age distribution of the two groups as seen in Figs. 1 and 2 . It is evident, as Professor Dingle has pointed out, that it is the pre-school and early school child who is most liable to upper respiratory infections and this I can confirm. I would like to stress that the natural tendency is for the conditions to remit around the age of 7-9 years and we should bear this in mind when considering radical therapy such as tonsillectomy. Infections of the lungs and bronchi have quite a different age distribution, rising with age, this being accounted for by the appearance of chronic bronchitis which is so frequent in this country; in my own practice the incidence is around 30 per 1,000.
I find that there is a characteristic rise in the incidence of upper respiratory tract infections every year at the same time, the 39th and 40th weeks, and this is quite unrelated to the prevailing climatic conditions, but it is related to the start of the winter term at schools. [January 20, 1956] The Epidemiology of Chronic Disease in South Wales SUPERFICIALLY it may seem odd that the Pneumoconiosis Research Unit devotes some of its time to the study of the prevalence of common diseases in two communities, but its evolution has really been very logical. It can be conveniently summarized in three steps:
(i) The realization that if you are studying pulmonary disability you must study all common pulmonary and cardiac diseases.
(ii) The realization that populations of working miners are selected populations, and that the only unselected population of miners and ex-miners is a complete mining community.
(iii) The realization, after studying the mining community in considerable detail, of the need of a standard with which to compare our results. As Sir Henry Dale said "So much of scientific medicine is comparative measurement". We therefore chose an agricultural area in the hope that the prevalence measurements made there would act as norms.
The two communities we are studying are those of the Rhondda Fach and the Vale of Glamorgan. The former is the smaller area (1) on the map (Fig. 1 ). It is a somewhat isolated (2) is a relatively unspoilt agricultural area surrounding the small market town of Cowbridge. The total population is about 6,000. It has a very low population density.
The idea of doing this work has been "sold" to the two communities on the basis that we would attempt to eliminate pulmonary tuberculosis from the area if they would in return help us to do research on other diseases which might be preventable in the future. This approach appears to have worked well as we have had excellent co-operation. The refusal rate in our numerous surveys has only rarely been above 10 % and has often been as low as 20%.
The work on the scientific side has also been co-operative. Most of the surveys have been carried out by the epidemiological and radiological teams, but we have had great support from our own colleagues at the Pneumoconiosis Research Unit, consultants in Cardiff, and Professor G. W. Pickering, Professor J. H. Keflgren, and Dr. W. R. Trotter.
Our objective is quite simply prevention, and as a first step in this direction we attempt to measure certain epidemiological indices. The measurement we most commonly make is that of prevalence.
The measurement of prevalence is to some extent an end in itself. Prevalence measures better than any other index the actual load on the community caused by the disease. From the point of view of prevention it can furnish clues as to etiology in two ways: (i) by establishing differences in prevalence of the same disease in different areas, or between different occupational groups in the same area; (ii) by providing a complete unselected
